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Background: High Chlamydia trachomatis (CT) and Neisseria gonorrhoeae (NG) prevalence have been reported in
populations that do not regularly access health centres for sexually transmissible infections (STI) testing. We
reviewed current outreach strategies used to increase access to STI testing and their outcomes.
Methods: We systematically reviewed the literature for English language studies published between 1 January 2005
and 28 January 2011 describing CT and/or NG screening programs in non-clinical outreach settings.
Results: We identified 25 programs, with the majority occurring in either Australia (32%) or the United States (32%).
The most common target groups were young people aged 15–29 years (52%), men who have sex with men (24%)
and sex workers (8%). The median CT positivity was 7.7% (Inter Quartile Range [IQR]: 3.0%-11.1%, n=19 programs),
and median NG positivity was 2.6% (IQR: 0.0%-8.0%, n=10). The median participation rate was 53% (IQR: 23.9%-81.3%),
and a median of 79.6% (IQR: 55.1%-89.4%) of participants were tested, with a median of 100 tests conducted per
program (IQR: 65–331, range: 11–1808). Across all settings the participation rate was highest among target groups
gathering in community service venues (community centres, parenting centres, homeless shelters) (median=81.4%,
n=4), and social venues (sporting venues or bars) (80.4%, n=1). Lower participation rates were found in street/public
community areas (median=23.9%, n=3) and sex on premises venues (10.4% and 24.3%, n=2).
Conclusions: The review indicated that although CT and NG outreach programs reached a relatively small number of
people the yield of infections is high. Settings which appear to be more effective at encouraging participation appear
to be those within an existing venue, rather than in public areas.
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Chlamydia trachomatis (CT) is the most commonly re-
ported notifiable infectious disease in the United States,
Australia and many European countries with notifica-
tions increasing steadily each year [1-3]. High CT and
Neisseria gonorrhoeae (NG) prevalence’s of 3-10% have
been reported in young people, men who have sex with
men (MSM) and sex workers [4-6].
Screening and treatment for sexually transmissible in-
fections (STIs) is an important prevention strategy as
untreated genital CT and NG infection can lead to pelvic
inflammatory disease [7,8] and infertility [9]. Traditionally,
screening has relied heavily on individuals self-presenting
to clinical services. However, many populations fail to* Correspondence: Belinda.hengel@apunipima.org.au
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reproduction in any medium, provided the orregularly access health centres for STI testing [10,11]
due to barriers such as lack of services and transport
[12,13], stigma [13], confidentiality concerns [12,14-16],
cost [12,17], and lack of knowledge and awareness about
STIs [14,18]. Offering screening for CT and NG outside
clinical settings is often conducted to reach populations
at risk of STIs with poorer health seeking behaviour.
The availability of nucleic acid amplification technology
(NAAT) since the mid-1990s and the ability to test
urine and self-collected swabs for CT and NG has also
made it more feasible to conduct screening in a non-
invasive manner in non-clinical settings [19].
Over the past few years a body of observational re-
search has accrued on outreach based STI screening
programs. We review studies published since 2005 to de-
scribe and contrast current strategies used in outreach
programs, the testing uptake achieved and outcomes ofLtd. This is an open access article distributed under the terms of the Creative
ommons.org/licenses/by/2.0), which permits unrestricted use, distribution, and
iginal work is properly cited.
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view to synthesise findings of outreach STI screening
programs based on testing coverage, yield and costs.
Methods
This review was conducted in accordance with guide-
lines outlined in the PRISMA statement [20].
Review strategy
Electronic bibliographic databases PubMed and EMBASE
were searched for English language published studies be-
tween 1 January 2005 and 28 January 2011. We used the
following key search terms: Chlamydia, or Chlamydia In-
fections, or Chlamydia trachomatis, or Gonorrhoea, AND
Screening or Mass Screening or Testing. Reference lists,
where relevant were screened for related studies. The
search terms were broad as this review formed part of a
larger review focused on testing in a range of non-clinical
settings.
We defined outreach as an activity undertaken in
order to offer CT / NG screening to target groups who
may have difficulty accessing existing services. The papers
and information extracted were independently reviewed by
two authors [MJ and BH]. Disagreements were resolved
through discussion and consensus obtained. A paper was
included if it described an outreach program which was:
led by an external organisation and offered CT and/or NG
screening in person to populations in the community,
street or at a specific venue (social venues, sex venues or
community organisations); the screening activity was pri-
marily focused on increasing access to STI testing among
populations at risk for STIs; and the study reported at least
the number of STI tests conducted. Studies were excluded
for the following reasons: the outreach program was
undertaken in an institution where daily attendance was
compulsory such as a school, workplace or detention
centre; the testing occurred in a clinical setting where STI
testing routinely took place; postal screening kits were
mainly used; screening was conducted within a cohort
study or a randomised controlled trial; the study was de-
signed to estimate STI prevalence; anonymous testing was
conducted with results and treatment withheld from par-
ticipants; specimens were not self-collected; and no ori-
ginal data were presented e.g. review, editorial.
For the studies which met the inclusion criteria, informa-
tion was extracted on the target group, setting, infections
tested for, recruitment details, incentive use, specimen col-
lection method, type of specimens collected, test results
and case and partner notification method. Quantitative
data were also extracted on the number of people invited
who agreed to participate, the number of participants
tested, the number of positive CT and NG tests, the num-
ber of individuals notified of their results and treated after
a positive test, the number sexual partners which werenotified of possible contact with a STI and treated, and any
information on costs.
The following definitions were used throughout the
review:
i. Participants: people who were approached and
agreed to participate in the screening activity
ii. Participation rate: the number of participants
divided by the number of people approached
iii. Testing rate: the number of specimens collected
divided by the number of participants
iv. Positivity: the percentage of tests which were positive
v. Results notification rate: the percentage of people
with a positive test who were informed of their
results
vi. Treatment rate: the proportion of people with
positive result who were treated.
Analysis
We conducted a frequency analysis of the outcomes
extracted. For the participation rate, testing rate and
positivity outcomes we calculated the median and inter-
quartile range (IQR) across programs. We described the
overall outcomes for all programs included in the re-
view, then focused primarily on the participation and
testing rates for each different setting type and popula-
tion group, including; young people (age 15–29 years),
MSM, sex workers based outside of registered brothels,
travellers in hostels, men living in temporary settlements
in South Africa, clients of homeless shelters, and attendees
of community centres. Setting types were grouped as;
(i) community or street based and (ii) venue based out-
reach. Venue based outreach was then further divided into;
(i) sex venues, (ii) community services venues and (iii) so-
cial venues (including bars and sporting venues).
Results
Overview
The initial search identified 3219 unique articles for
which the titles and abstracts were reviewed; 3201 were
excluded leaving 18 papers in the review (Figure 1).
The 18 papers described 25 outreach programs under-
taken in a range of countries and settings. Nearly half of
program targeted youth age 15–29 years (52%) followed
by MSM (24%) then female sex workers (8%). Other
groups included: attendees of community centres, travel-
lers staying in hostels, clients of homeless shelters and
settlement dwellers in South Africa (Table 1). Partici-
pants were recruited from a variety of settings: street or
community areas (28%), community services (28%), social
venues (24%) and sex venues (20%).
The majority of programs offered screening for CT
only (40%), CT / NG only (32%), and HIV and/or syphilis
in addition to CT / NG (28%). Of the 25 programs the
Figure 1 Search strategy.
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331, range: 11–1808). Participation rates were documented
in ten programs, with a median of 53% (IQR: 23.9% -
81.3%, range: 10.4% - 96.7%). Testing rates were docu-
mented in 14 programs, with a median of 79.6% (IQR:
55.1% - 89.4%, range: 21.3% - 98.6%). Nineteen pro-
grams reported CT positivity with a median of 7.7%
(IQR: 3.0% - 11.1%). The median NG positivity in ten pro-
grams was 2.6% (IQR: 0.0% - 8.0%).
Of the 25 programs, nine (36%) described using incen-
tives to encourage participation (eight were non-monetary
including movie vouchers, condoms, food coupons and
one involved cash), ten programs did not specify incentive
use and a further six programs did not use incentives.Seven programs documented the result notification rate,
with a median of 100% (IQR: 81% - 100%). These pro-
grams used a combination of in-person, phone, SMS,
mail and email to provide participants with their re-
sults. Treatment rates were documented in eight pro-
grams, the majority (75%) of these documented treatment
rates of 100%. No programs documented partner notifica-
tion outcomes.
Program costs were available in four programs. Morris
et al. calculated costs per CT test taken and cases de-
tected in two Californian youth programs in street set-
tings and parenting centres. Costs were calculated by
dividing hours worked by number of tests taken and
the number of positive CT tests. Street settings took
Table 1 Summary of CT and NG outreach programs (n=25)
Category Sub-category Studies
n %
Country/region America/Canada 10 40%
Asia/Africa 3 12%
Australia/New Zealand 8 32%
Europe/Scandinavia 2 8%
United Kingdom 2 8%




Target setting Social venue 6 24%
Community service venue 7 28%
Sex Venue 5 20%
Street or community area 7 28%
Target group Youth 13 52%
Men who have sex with men 6 24%
Community centre clients 1 4%
Shelter clients 1 4%
Travellers in budget hostels 1 4%
Settlement dwellers 1 4%
Sex Workers 2 8%
Incentive provided Monetary 1 4%
Non-monetary 8 32%
No 6 24%
Not stated 10 40%




Specimen type collected Urine 17 68%
Urine/recto-anal swab 3 12%
Urine/vaginal swab 5 20%
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tected. Parenting centres took 0.9 person hours per test
and 13.5 hours per case detected. To increase participa-
tion peer volunteers were used in a number of screen-
ing sites, however volunteer hours worked were not
included in the overall cost calculations [21]. Buhrer-
Skinner et al. documented crude costs per test (AUD
$26.20) and case detected (AUD$431.80) for outreach
targeting youth, defence personnel and travellers stay-
ing in hostels. This is compared to in-house laboratory
costs of AUD$25.90 per test and AUD$291.60 per case
detected. Staff time, transport and set up costs were
not included in estimates [22].Young people
Of the 13 youth outreach programs the majority were
conducted in Australia (38%) and the United States (US)
(38%) (Table 2). Common settings were street/community
areas (38.5%), community service venues (38.5%) or social
venues (23%). The median number of tests per program
was 74 (IQR: 49 – 331). The median participation rate was
79.6% (IQR: 23.9% - 81.3%, range: 21.3% - 81.7%) (n=7)
and the median testing rate was 79.6% (IQR: 48.8% -
79.6%, range: 21.3% - 85.2%) (n=7). The median CT posi-
tivity was 6.3% (IQR: 3.9 - 9.5%) (n=9), NG positivity was
documented by two programs (0.0% and 1.2%).
The highest participation rate (81.7%) (tests=74) was
reported by Gotz et al. involving outreach among new
immigrants, school dropouts and people from vocational
schools who met regularly at a community service venue
in the Netherlands [24]. A high participation (81.3%) rate
was also reported by Marrazzo et al. (tests=26) among
young men attending drug treatment centres [29].
Johnson et al. also reported a high participation rate
(79.6%) (tests=1808) in a program in the US family court
system where collection of a urine sample was mandatory
for drug testing. Young people were asked to consent
to a small portion of this urine sample being tested
for STIs [25].
The lowest youth participation rate was in a program
targeting youth at a festival (21.3%) (tests=68) where health
staff held a stall offering STI testing [22]. Marrazzo et al.
and Gotz et al. also reported low participation rates of
23.9% (tests=11) and 27.5% (tests=49) respectively, during
outreach in community/street settings.
The highest testing rate (85.2%) (tests=92) was found
by Gold et al. in a program in Australia where football
clubs agreed to have screening offered in club rooms
after training [23]. High testing rates were also reported
by Gotz et al. (79.6%) in the program targeting new im-
migrants, school dropouts and people from vocational
schools, and Johnson et al. (79.6%) in the court out-
reach program. Martin et al. also reported a high
testing rate of 79.6% (tests=150) where young people
were approached at dance parties, the beach and music
events in Australia, and had the option of posting a kit
back [28].
MSM
The six programs targeting MSM were conducted in
Australia, the US, Canada and the United Kingdom
(UK), mainly within sex on premises venues (83%) [30-33]
(Table 3). The median number of tests per program was
175 (IQR: 144–521), the median testing rate was 72.3%
(IQR: 48.1% - 92.9%, range: 41.1% - 96.5%) (n=4), the
median CT positivity was 2% (IQR: 0.6% - 7.1%)
(n=4), and the median NG positivity was 0.5%, (IQR: 0% -
11.1%) (n=3).
Table 2 Outcomes of CT and NG outreach programs targeting youth (n=13)








CT positive NG positive Treatment
rate n (%)n % (95% CI) n % (95% CI)
Buhrer-Skinner,
2009, [22]
Australia School leavers Street or
community area
68 (21.3%) In person 68 21.3% 0 0 (0–5.3) . . .
Youth at risk of dropping
out of school
Service venue 23 In person 23 . 3 13% (2.8-33.6) . . 3 (100%)
Gold, 2007, [23] Australia Players at a football club Social venue 108 In person 92 85.2% 3 3.9% (0.8 – 11) 0 0 (0–4) .




79 (27.5%) In person, or post
return
49 62% 6 12.2% (4.6 – 24.8) . . 6 (100%)
Groups of new immigrants
and, teenage school
dropouts
Service venue 76 (81.7%) In person, or post
return
74 79.6% 7 9.5% (3.9 – 18.5) . . 7 (100%)
Johnson, 2008 [25] USA Young people appearing
in the Family Courts
Service venue 1808 (79.6%) In person 1808 79.6% 124 7.8% (6.5 -9.2) 19 1.2% (0.7 – 1.9) 128 (96%)
Kong, 2009 [26] Australia Young people in sporting
clubs
Social venue 709 In person 709 . 28 3.9% (2.6 -5.7) . . 28 (100%)
Lorimer, 2009 [27] UK Young people attending
a leisure centre
Social venue 127 (80.4%) In person 62 48.8% . . . . .




204 In person or drop
off return
150 79.6% . . . . .




. In person or post . . 31 4.9% (3.4 – 6.9) . . .
Parenting centres Service venue . In person or post . . 21 6.3% (4 – 9.5) . . .
Marrazzo, 2007 [29] USA Men at street venues Street or
community areas
11 (23.9%) In person . . . . . . .
Men attending a drug
treatment facility



















Table 3 Outcomes of CT and NG outreach programs targeting MSM, sex workers and other populations (n=12)








CT positive NG positive Treatment
rate n (%)n % (95% CI) n % (95% CI)
Blank, 2005 [34] USA MSM in bars and clubs Social venue . In person 183 41.1% 2 1.1% (0.1 -3.9) 1 0.5% (0 – 3.0) .
Buhrer-Skinner,
2009 [22]
Australia Travellers staying in backpacker
accommodation
Social venue 65 In person 65 . 5 7.7% (2.5 – 17.0) . . 5 (100%)
Emerson, 2010 [30] UK MSM attending two venues Sex venue 173 In person . 96.5% 5 3% (1.0 – 6.8) . . .
Grimley, 2006 [35] USA People at homeless shelters Service venue 416 (96.7%) In person . 98.6% 32 10.8% (7.5-14.9) 12 4.1% (2.1-7.0) 40 (91%)
Lewis, 2008 [36] South Africa Settlement dwellers Street or
community area
309 In person 301 97.4% 26 8.6% (5.7 – 12.4) 19 6.3 (3.8-9.7) .
Lister, 2005 [31] Australia MSM attending four sex on
premises venues
Sex venues 161 (10.4%) In person . 89.4% 16 11.1% (6.5 -17.4) 16 11.1% (6.5 – 17.4) . (100%)
MSM attending four sex on
premises venues
Sex venues 521 (24.3%) In person . . . . . . .
McNeely, 2010 [32] USA MSM attending bars and clubs
were sex takes place
Sex venue 1694 In person 934 55.1% . . . . .
O’Byrne, 2008 [33] Canada MSM attending two bathhouses Sex venue . Pick up/drop off 52 . 0 0 (0 – 7.4) 0 0 (0–7.4) .
Rusch, 2008 [37] Canada Women and transgender at a
community centre
Service venue 126 In person 92 73% 2 2.2% (0.3 – 7.9) 0 0 (0–4.0) .




100 In person 100 . 35 35% (25.7–45.2) 23 23% (15.2– 32.5) .
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both by Lister et al. at 10.4% (tests=144) and 24.3%
(tests=521). The authors compared two systems of out-
reach in the same venues over consecutive years to de-
scribe if a comprehensive program compared to an
anonymous program increased clients receiving results
and treatment. The anonymous program did not collect
any identifying information from participants, instead
participants were given a card with a unique study iden-
tifier and a phone number to call for their results [39].
The comprehensive program was appointment based
and client contact details were collected. Lister et al.
found the comprehensive program accessed fewer men
per hour but the CT/NG positivity was higher among
those who obtained their results, compared with the an-
onymous program [31].
Testing rates were documented in five programs.
Emerson et al. reported the highest testing rate (96.5%)
(tests=167) in a program which targeted MSM at two sex
on premises venues in the UK and involved offering testing
monthly [30]. Lister et al. as described above, also reported
a high testing rate of 89.4% (tests=144) in their compre-
hensive screening program. The lowest testing rate (41.1%)
(tests=183) was reported by Blank et al. in a program offer-
ing STI screening along with a full health check at MSM
attending bars in New York. This program used entertain-
ment staff and volunteers to promote screening [34].
Sex workers
Two outreach programs, both reported by Wi et al. tar-
geted sex workers. The programs were designed to in-
crease access to preventative health care for street based
sex workers and guest relations officers in karaoke bars
in the Philippines [38]. Testing and participation rates
were not documented. The CT and NG test positivity
varied greatly between settings with those screened
in karaoke bars having a CT and NG positivity of 18%
and 8%, compared to 35% and 18% among street based
workers, respectively. The numbers of sex workers
screened in both programs was the same (100 participants
each). Peer educators were used to reach a broader group
of sex workers in both settings. Outreach staff also re-
quested that participants complete a questionnaire cover-
ing demographics and behavioural questions.
Settlement dwellers
Lewis et al. described an outreach program targeted at
men living in temporary settlements in South Africa.
The program was requested by the local male residents
and involved a mobile van offering STI and HIV screen-
ing fortnightly, with participants completing a brief
demographic and behavioural questionnaire prior to
testing. A total of 301 men were tested, the participa-
tion rate was not reported, however the testing rate was97.4%. The CT positivity was 8.6% and NG positivity
was 6.3% [36].
Homeless shelters
The highest participation (96.7%) and testing rates
(98.6%) (tests=410) in the review were found in an out-
reach program targeting clients of homeless shelters.
The CT positivity was 10.8% and NG positivity was 4.1%.
Nearly all participants (98%) were informed of their results
and 91% of those testing positive were treated. Study staff
provided treatment at the homeless shelter, and partici-
pants unable to be located for treatment were referred to
the health department for follow-up [35]. Participants re-
ceived a food voucher as an incentive to participate.
Travellers in hostels
Buhrer-Skinner et al. offered screening to travellers stay-
ing in budget hostels. Outreach staff provided an educa-
tion session in the evening then offered STI testing at
the completion of the session. Of the 65 tests conducted
the CT positivity was 7.7%. Participation and testing
rates were not documented.
Community centre attendees
Rusch et al. offered STI screening to a group of women
and transgender people (approximately half were sex
workers) attending a community venue. STI screening
occurred during a weekly program which provided food
and general health care. Participants were offered $10
for participating and completing a questionnaire describing
demographics, drug use, sexual activity and health care ac-
cess. Participation rates were not recorded, however the
program reported a testing rate of 73% (tests=92), the CT
positivity was 2.2% and no NG cases were detected [37].
Discussion
This review indicates that since 2005 outreach programs
for CT and NG have been conducted in a range of popu-
lations across a wide variety of settings. Although the
programs reached a relatively small number of people,
the yield of infections was high. Settings which appear to
be more successful at encouraging participation were those
where screening was offered within an existing venue
(community centre, homeless shelter or parenting centre)
or sporting club, rather than on the street or public com-
munity areas.
The strength of this review is that we included pro-
grams from a variety of countries and population sub-
groups to increase the generalisability of the findings.
This review also has some limitations. First, we did not
search the grey literature so it is possible that other un-
published outreach programs were not identified. Sec-
ond, we restricted the search to 2005 to focus on the
current outreach methods using NAAT. Third, due to the
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able to conduct a meta-analysis. Fourth, many of the pro-
grams did not provide the necessary data to calculate
participation or testing rates. Fifth, search criteria did not
include any cost studies reported which related to the pro-
grams included in this review. Finally, it is difficult to dis-
entangle the elements of the programs which may have
resulted in high participation rates.
The highest participation rates appeared to be in
venues providing a community service, and social venues
such as sporting clubs and bars, whereas the lowest par-
ticipation rates were in the street or public community
areas and male sex venues. The relatively higher partici-
pating rate in community service venues or sporting
clubs may be due to a number of factors. Recruitment in
venues would be supported by the venue managers, and
thus potential participants may feel more comfortable
participating where trusted and known venue staff may
be more active in assisting with recruitment. Second, as
the venue is a closed environment participants would
see others participate which would reassure them about
their own involvement.
It is possible that the approach, type of staff, use of
peers and incentives used in programs may also influ-
ence the participation rate however there were limited
information in many studies to explore this formally. A
third of programs included in this review specified the
use of peers in their outreach, with Morris et al. showing
the use of peer volunteers increased chlamydia case de-
tection by 3.2% (CI 1.3 – 7.8) compared to outreach
where peer volunteers were not used [21]. Incentives
also appear to be commonly used in outreach programs;
as we excluded randomised control trials (RCT) their ef-
fectiveness was not evaluated in any of the studies in this
review. However a number of RCTs have found monetary
incentives lead to an increase in the uptake of preventative
health care [40]. In an education setting, Currie et al. re-
ported higher participation rates in CT screening pro-
grams using monetary incentives and SMS to promote the
event compared to non-monetary incentives [41]. Further
research is needed to evaluate the effectiveness of incen-
tives to increase participation in outreach screening pro-
grams across various settings.
Outreach programs require significant effort and labour
to implement [21]. Our review demonstrated that outreach
screened a relatively small number of people, but the yield
of CT and/or NG infections was high. Understanding effi-
ciency and costs is an important part of program evalu-
ation, however very few programs documented efficiency
of their outreach program in terms of costs. Of the few that
did, Morris et al. calculated costs in terms of staffing hours
and reported less costs per test taken and case detected
when outreach was undertaken within an existing venue,
compared to street based outreach.In addition to the testing uptake by the target group,
the success of screening depends on treatment rate.
Seven programs documented the rate of notification of
results with a median of 100% being notified. Outreach
programs included in this review used a combination of
methods (phone, email and SMS) to give participants
their results, innovative methods are often required as
the initial physical contact may be the only one the ser-
vice has with the participant. This contrasts with clinical
and educational settings, where there is greater oppor-
tunity to provide results as the client may be a regular
patient of the clinic or in the case of students they attend
schools daily, and there is often a school clinic which they
can attend at times convenient to them, and thus can be
followed up relatively easily [42].
To maximise the benefits of outreach, programs should
specifically target groups at risk of STIs who have limited
access to sexual health services. The key aim of an out-
reach initiative should be to respond to an unmet need, ra-
ther than simply trying to maximise testing numbers. Most
programs in the review targeted such populations, however
only 60% of the programs actually recorded the health
seeking behaviour of the target groups.
Conclusions
Outreach STI testing programs were established in a
range of settings and many targeted populations with a
high yield of infections. Therefore in populations and
areas where access to sexual health services is limited,
supplementing existing clinical services with strategies
such as outreach programs is worth considering. The re-
view provides some insight into strategies which can
maximise the participation and testing rates and yield of
infections in outreach programs, and also methods for
providing treatment outside of clinical settings.
Competing interests
The authors declared that they have no competing interests.
Authors’ contributions
BH undertook the analysis of results obtained through the systematic review
and drafted the manuscript, MJ undertook the systematic review, JM and LM
edited the manuscript, JK edited the manuscript and provided advice with
the design of the analysis, RG provided overall guidance with the analysis
design and assistance in drafting the manuscript. All authors read and
approved the final manuscript.
Received: 24 April 2013 Accepted: 18 October 2013
Published: 4 November 2013
References
1. Centres for Disease Control and Prevention: Sexually Transmitted Disease
Surveillance 2010. Atlanta, U.S: Centres for Disease Control and Prevention; 2011.
2. The Kirby Institute: HIV, viral hepatitis and sexually transmitted infection in
Australia Annual Surveillance Report 2011. Sydney, NSW: The Kirby Institute,
the University of New South Wales; 2011.
3. European Centre for Disease Prevention and Control: Sexually transmitted
infections in Europe, 1990–2009. Stockholm: Eurpoean Centre for Disease
Prevention and Control; 2011.
Hengel et al. BMC Public Health 2013, 13:1040 Page 9 of 9
http://www.biomedcentral.com/1471-2458/13/10404. Guy RJ, Wand H, Franklin N, Fairley CK, Chen MY, O’Connor CC, Marshall L,
Grulich AE, Kaldor JM, Hellard ME, et al: Chlamydia trends in men who have
sex with men attending sexual health services in Australia, 2004–2008.
Sex Transm Dis 2011, 38(4):339–346.
5. Cwikel JG, Lazer T, Press F, Lazer S: Sexually transmissible infections
among female sex workers: an international review with an emphasis on
hard-to-access populations. Sex Health 2008, 5(1):9–16.
6. Lewis D, Newton DC, Guy RJ, Ali H, Chen MY, Fairley CK, Hocking JS: The
prevalence of Chlamydia trachomatis infection in Australia: a systematic
review and meta-analysis. BMC Infect Dis 2012, 12(113):1471–2334.
7. Geisler WM, Wang C, Morrison SG, Black CM, Bandea CI, Hook EW III: The
natural history of untreated Chlamydia trachomatis infection in the
interval between screening and returning for treatment. Sex Transm Dis
2008, 35(2):119.
8. Eschenbach DA, Buchanan TM, Pollock HM, Forsyth PS, Alexander ER, Lin J,
Wang S, Wentworth BB, McCormack WM, Holmes KK: Polymicrobial
etiology of acute pelvic inflammatory disease. New Engl J Med 1975,
293(4):166–171.
9. Buchan H, Vessey M, Goldacre M, Fairweather J: Morbidity following pelvic
inflammatory disease. BJOG-Int J Obstet Gy 1993, 100(6):558–562.
10. Kong FYS, Guy RJ, Hocking JS, Merritt T, Pirotta M, Heal C, Bergeri I,
Donovan B, Hellard ME: Australian general practitioner chlamydia testing
rates among young people. Med J Aust 2011, 194(5):249–252.
11. Schmidt AJ, Marcus U: Self-reported history of sexually transmissible
infections (STIs) and STI-related utilization of the German health care
system by men who have sex with men: data from a large convenience
sample. BMC Infect Dis 2011, 11(132):1471–2334.
12. Chacko M, Sternberg K, Velasquez M, Wiemann C, Smith P, DiClimente R:
Young women’s perspective of the Pros and Cons to seeking screening
for chlamydia and gonorrhea: an exploratory study. J Pediatr Adol Gynec
2008, 21:187–193.
13. Mooney-Somers J, Erick W, Scott R, Akee A, Kaldor J, Maher L: Enhancing
Aboriginal and Torres Strait Islander young people’s resilience to blood-
borne and sexually transmitted infections: findings from a community-
based participatory research project. Health Promot J Aust 2009,
20(3):195–201.
14. Blake D, Kearney M, Oakes J, Druker S, Bibace R: Improving participation in
chlamydia screening programs: perspectives of high risk youth. Arch Pediatr
Adolesc Med 2003, 157:523–529.
15. Heritage J, Jones M: A study of young people’s attitudes to opportunistic
chlamydia testing in UK general practice. Reproductive Health 2008,
5(11):1742–4755.
16. Dixon-Woods M, Stokes T, Young B, Phelps K, Windridge K, Shukla R:
Choosing and using services for sexual health: a qualitative study of
women’s views. Sex Transm Infect 2001, 77:335–339.
17. Henning D, Alice R, Sanci L, Dunning T: Screening for chlamydia trachomatis:
barriers for homeless young people. Aust J Adv Nurs 2007, 24(3):8–13.
18. Santer M, Wyke S, Warner P: Women’s experiences of chlamydia
screening. Qualitative interviews with women in primary care. Eur J
General Practice 2003, 9:56–61.
19. Bowden FJ, Tabrizi SN, Garland SM, Fairley CK: Infectious diseases. 6: sexually
transmitted infections: new diagnostic approaches and treatments. Med J
Australia 2002, 176(11):551.
20. Liberati A, Altman DG, Tetzlaff J, Mulrow C, Gøtzsche PC, Ioannidis J, Clarke M,
Devereaux P, Kleijnen J, Moher D: The PRISMA statement for reporting
systematic reviews and meta-analyses of studies that evaluate health
care interventions: explanation and elaboration. J Clin Epidemiol 2009,
62(10):e1–e34.
21. Morris SR, Bauer HM, Chartier M, Howard H, Watson S, Yokotobi J, Taylor AF,
Bolan G: Relative efficiency of chlamydia screening in non-clinical settings in
two California counties. Int J STD AIDS 2010, 21(1):52–56.
22. Buhrer-Skinner M, Muller R, Menon A, Gordon R: Novel approach to an
effective community-based chlamydia screening program within the routine
operation of a primary healthcare service. Sex Health 2009, 6(1):51–56.
23. Gold J, Hocking J, Hellard M: The feasibility of recruiting young men in
rural areas from community football clubs for STI screening. Aust N Z J
Public Health 2007, 31(3):243–246.
24. Gotz HM, Veldhuijzen IK, Ossewaarde JM, De Zwart O, Richardus JH:
Chlamydia trachomatis infections in multi-ethnic urban youth: a pilot
combining STI health education and outreach testing in Rotterdam,
Netherlands. Sex Transm Infect 2006, 82(2):148–152.25. Johnson CC, Jones EH, Goldberg M, Asbel LE, Salmon ME, Waller CL:
Screening for Chlamydia trachomatis and Neisseria gonorrhoeae among
adolescents in Family Court, Philadelphia, Pennsylvania. Sex Transm Dis
2008, 35(11 Suppl):S24–S27.
26. Kong FYS, Hocking JS, Link CK, Chen MY, Hellard ME: Sex and sport:
Chlamydia screening in rural sporting clubs. BMC Infect Dis 2009, 9(73:.
27. Lorimer K, Reid ME, Hart GJ: Willingness of young men and women to be
tested for Chlamydia trachomatis in three non-medical settings in Glasgow,
UK. J Fam Plan Reprod H 2009, 35(1):21–26.
28. Martin L, Freedman E, Burton L, Rutter S, Knight V, D’Amato A, Murray C,
Drysdale J, Harvey S, McNulty A: The C-project: use of self-collection kits
to screen for Chlamydia trachomatis in young people in a community-
based health promotion project. Sex Health 2009, 6(2):157–162.
29. Marrazzo JM, Ellen JM, Kent C, Gaydos C, Chapin J, Dunne EF, Rietmeijer CA:
Acceptability of urine-based screening for Chlamydia trachomatis to
asymptomatic young men and their providers. Sex Transm Dis 2007,
34(3):147–153.
30. Emerson C, McCarty E, Fyfe J, Wilson Y, Cullen B: Reaching men in saunas.
HIV Med 2010, 11:100.
31. Lister NA, Smith A, Tabrizi SN, Garland S, Hayes P, Fairley CK: Comprehensive
clinical care on-site in men-only saunas: confidential STI/HIV screening
outreach clinic. Int J STD AIDS 2005, 16(12):794–798.
32. McNeely J, Silvera R, Torres K, Bernstein K, Aberg J, Gourevitch M, Daskalakis D:
Current substance misuse and hiv risk behavior among highly sexually
active men who have sex with men (MSM) attending commercial sex
venues, events and parties (CSVEP) in New York city. J Gen Intern Med 2010,
25:S250.
33. O’Byrne P, Dias R: Urine drop-off testing: a self-directed method for STI
screening and prevention. Can J Human Sexuality 2008, 17(1–2):53–59.
34. Blank S, Gallagher K, Washburn K, Rogers M: Reaching out to boys at bars:
utilizing community partnerships to employ a wellness strategy for
syphilis control among men who have sex with men in New York City.
Sex Transm Dis 2005, 32(10 SUPPL.):S65–S72.
35. Grimley DM, Annang L, Lewis I, Smith RW, Aban I, Hooks T, Williams S, Hook EW,
Lawrence JS: Sexually transmitted infections among urban shelter clients.
Sex Transm Dis 2006, 33(11):666–669.
36. Lewis DA, Pillay C, Mohlamonyane O, Vezi A, Mbabela S, Mzaidume Y,
Radebe F: The burden of asymptomatic sexually transmitted infections
among men in Carletonville, South Africa: implications for syndromic
management. Sex Transm Infect 2008, 84(5):371–376.
37. Rusch ML, Shoveller JA, Burgess S, Stancer K, Patrick DM, Tyndall MW:
Demographics, sexual risk behaviours and uptake of screening for
sexually transmitted infections among attendees of a weekly women-
only community clinic program. Can J Public Health 2008, 99(4):257–261.
38. Wi T, Ramos ER, Steen R, Esguerra TA, Roces MCR, Lim-Quizon MC, Neilsen G,
Dallabetta G: STI declines among sex workers and clients following outreach,
one time presumptive treatment, and regular screening of sex workers in
the Philippines. Sex Transm Infect 2006, 82(5):386–391.
39. Lister NA, Smith A, Tabrizi S, Hayes P, Medland NA, Garland S, Fairley CK:
Screening for Neisseria gonorrhoeae and Chlamydia trachomatis in men
who have sex with men at male-only saunas. Sex Transm Dis 2003,
30(12):886–889.
40. Lagarde M, Haines A, Palmer N: Conditional cash transfers for improving
uptake of health interventions in low- and middle-income countries: a
systematic review. Jama 2007, 298(16):1900–1910.
41. Currie MJ, Schmidt M, Davis BK, Baynes AM, O’Keefe EJ, Bavinton TP,
McNiven M, Martin SJ, Bowden FJ: ‘Show me the money’: financial
incentives increase chlamydia screening rates among tertiary students: a
pilot study. Sex Health 2010, 7(1):60–65.
42. Joffe A, Rietmeijer CA, Chung SE, Willard N, Chapin JB, Lloyd LV, Waterfield GA,
Ellen JM CG: Screening asymptomatic adolescent men for Chlamydia
trachomatis in school-based health centres using urine-based nucleic acid
amplification tests. Sex Transm Dis 2008, 35(11 Suppl):S19–S23.
doi:10.1186/1471-2458-13-1040
Cite this article as: Hengel et al.: Outreach for chlamydia and gonorrhoea
screening: a systematic review of strategies and outcomes. BMC Public
Health 2013 13:1040.
